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HOSPITAL ORGANIZATION AND 
STANDARDIZATION. 
Joun S. Hevas, A. B., M. D., F. A.C. $ 


Tampa, Fla. 
Chief of Staff and Director Division of Surgery, 
The Bayside Hospital. 


There are in the United States 4,013 hospitals 


with a total bed capacity of 311,159, exclusive of 
the State 


prison hospitals, and hospitals belonging to the 


hospitals for the insane, tubercular, 


United States Government. Including the latter 
hospitals there are between six and seven thou- 
sand, 

Considering the number of hospitals and the 
enormous capital invested in hospitals, it seems 
that has the im- 


portant question of hospital organization and 


a curious fact only recently 


standardization been studied. This is due in a 
measure to the fact that hospitals have been built 
largely by the activities of special interests or 
groups of individuals whose aims do not arise 
from consideration of the real needs. 

The business world, the public at large, and 
the medical profession itself are being educated 
up to the fact that a hospital is a business as well 
as a professional organization, and that its build- 
ranization, and its conduct requires busi- 


The 


and 


ings, org 
ness efficiency as well as professional skill. 
taxpayers whose goes to support 
maintain charity institutions are beginning to ask 
pertinent questions as to what their money has 
accomplished, and what are the end results of 


Philanthropists no longer en- 


money 


this expenditure. 
dow at random, but on the other hand, bring to- 
gether all the information and skill possible for 
the planning, organizing and administering of 
the hospital, to the end, that the most 
complished with the greatest efficiency, 


can be ac- 
at the 
smallest cost. 

A community’s response to the call for help 
on the part of its sick and injured, and disabled 
poor should be the actuating influence in building 
a community charity hospital. There are many 
community hospitals. 
the strictly charity ; 


types of municipal or 


Among the chief ones are: 


the part charity and part pay, i. e., an institution 
where the sick poor are treated free and accom- 
modations are provided and maintained for pay 
In the latter case the city 
or community may be considered as having en- 


or private patients. 
tered the hospital business and may come into 


competition, often times upon an unfair basis. 
It often happens that not only the proprietors or 
stockholders in a proprietory hospital but the in- 
, part of which goes to 


stitution itself, pays taxes 


semi-charity com- 


It therefore 


support its competitor, the 


munity or municipal hospital. makes 
the survival of a proprietory institution difficult 
unless the conditions are extraordinary, such as 
a badly built, badly located, badly equipped, bad- 
ly managed, and a badly served public hospital 
against a well-built, well-located, well-equipped, 
well-managed, and well-served proprietory hos- 
pital. 
Make a Survey First. 

It is obvious that any community or city that 
is considering the building of a hospital should 
make a survey of the hospital needs of the com- 
munity as regards the amount of charity work 
work available, the 
hospitals already in 


done, the amount of pay 


number, size and kind of 
operation, the .probability of others being built, 
the kind and amount of medical service available. 
Data upon these various lines should be corre- 
lated before a hospital is determined upon, or 
as to its real necessity or as to its location, type 
and size, carefully gathered and analyzed. Con- 
ditions may be such that in case there are good 
proprietory hospitals already in operation in 
the community that it would be the best, 
for the community to 


most 
economical, or efficient 
have its poor cared for by those hospitals, than 
to build, equip, and conduct its own hospital. 
Conditions may be such that a strictly charity 
hospital would be the most suitable to the given 
community, or the semi-private type most suit- 
able to its needs. 


Away From Crowded Districts. 
When these points have been determined, the 
question of location is one of great importance 
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to decide. There is no one factor that has a 
larger influence in determining the usefulness 
or success of a hospital than its location. The 
modern tendency is decidedly in favor of locat- 
ing hospitals away from the crowded districts 
of the city, neither is a close-in residential section 
desirable. The country environment, if located 
on a good plot of ground on a main thoroughfare 
and easily accessible to trolley lines, is perhaps 
the ideal location and is one of first choice. 

There are many notable examples of this ten- 
dency. The new Wesley Memorial Hospital in 
Atlanta may be mentioned among many others 
that is responding to the modern tendency ; this 
hospital is being built quite ten miles out. With 
the modern emergency station, usually located 
centrally at the headquarters of the community 
nursing service; together with the motor ambu- 
lance, and the staff members with their motor 
cars, all difficulties, delavs and inconveniences 
are obviated, and the quick journey to and from 
the hospital adds pleasure to the daily grind. The 
quietude and pure air, and the environments of 
nature of the country lend themselves to the 
quick and pleasant convalescence of the patient. 

The character of the buildings must be suited 
to the type of the hospital, its location and size. 
The simpler form of connected pavilion type with 
central administration unit, built preferably of 
fire-proof material, not more than two stories, 
and most conveniently arranged for service and 
sanitation, is perhaps the most suitable type for 
this climate. It goes without saying that the 
buildings should be provided with means of light- 
ing, heating and ventilation. Particular atten- 
tion should be paid to beautifying the grounds. 
The equipment should be modern in every par- 
ticular. 

The character of the organization should be 
determined to some extent by the type of hos- 
pital. Generally speaking, however, the plan of 
vesting in a board of directors the control and 
responsibility of administration, is the method 
more generally adopted with success. The board 
of directors in turn employ a competent superin- 
tendent who should assume the duties of execu- 


tive officer, and should be responsible to the 
board of directors for the proper conduct of the 
hospital. The board of directors should be re- 
sponsible in turn to the constituted authority 
responsible for their creation. The superintei- 
dent of the hospital should be a person of such 
technical and business training and such execu- 


tive ability, as may be necessary to attain the 
maximum efficiency at the minimum cost. 


Training School for Nurses. 

A training school for nurses is in most in- 
stances a necessity to the proper conduct of a 
modern hospital. A proper superintendent of 
nurses, upon whom the responsibility for the 
proper training of the student nurse may be 
fixed, should be responsible to the superinten- 
dent of the hospital for the nursing service and 
the physical condition of the hospital and its 
equipment. The superintendent of nurses should 
co-operate with a suitably trained dietitian, who 
should be responsible to the superintendent of 
the hospital for the dietary. In some smaller hos- 
pitals it is practical and efficient to combine in 
one suitable person the superintendent of the 
hospital, the superintendent of nurses, and some- 
times the dietitian, while in larger institutions 
it may be necessary to employ a housekeeper, 
and oftimes a teacher for the training school 
of nurses. 

The conduct of the training school of nurses, 
insofar as standards for curriculum and require 
ments of admission are concerned, is largely gov 
erned by law in this State. The intramural per- 
sonnel of a hospital may include many other 
surgical supervisor, night 


persons, such as 


supervisor, a historian, anesthetist, and many 
other minor positions such as orderlies, cooks, 
laundresses, engineer, drivers, etc., all of whom 
should be responsible to the superintendent of 
the hospital. 

Money is Necessary. 

The problem of finances is always one of great 
importance in hospital administration. This is 
true of all types of hospitals. The lack of finan- 
cial resources is often times a hospital’s most seri- 
ous handicap to efficiency. No hospital organi- 
zation is complete until there is some adequate 
system of providing an income. In the average 
municipal hospital, whether strictly charity or 
semi-charity, this is usually done through the 
budget system, which works out very well pro- 
vided no unusual conditions arise which might 
produce a deficit. In the semi-private municipal 
hospital where certain accommodations are set 
apart for private or pay patients many intricate 
questions often arise as to what rate for a given 
time should be charged against the pay patients. 
Often times these questions are settled by writ 
ing to some other hospital or hospitals for their 


rates and charging the same. ‘ihis method obvi- 
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ously is totally lacking in business principle. The 
hospital or hospitals from which such informa- 
tion is secured may be employing the same 
method, or even worse, in regulating their rates. 
Other semi-charity institutions make an attempt 
to make the hospital self-sustaining in part or 
wholly by charging pay patients enough to carry 
the charity. This is an unjust penalization of the 
pay patients, who happen to be sick. On the other 
hand should an arbitrary rate be charged the 
pay patients, it may and does often so happen, 
that the rate does not pay the cost of his care— 
then he is unjustly a charge on the public funds. 
rom basic principle the poor sick only should 
be the burden of the community. 

It is obvious, therefore, that an accurate and 
efficient accounting system should be carried out 
in every hospital whereby the cost per patient 
per day is accurately known. There is no other 
just basis upon which the rate for pay patients 
should be charged. This rate should be subject 
to change agreeable to fluctuations of cost. There 
are often in municipal hospitals many items of 
cost that are not taken into account. 

Zhe Medical Staff. 

The medical staff of a hospital should not only 
bring to it medical and surgical skill and judg- 
ment of the highest order, but also inspiration 
and high ideals of service. It follows, therefore, 
that the me:ical staff should be carefully selected 
and properly organized, for it is upon the medical 
staff that the final cure of the patient rests. The 
\merican College of Surgeons and its work on 
the so-called “Standardization” of hospitals has 
had much influence upon the betterment of hos- 
pitals and their medical service through its “min- 
imum standard.” Mr. Hawthorne Daniel, writ- 
ing in HWorld’s IVork, in June, 1919, has told 
the public what the American College of Sur- 
geons is. He says: “The American College of 
Surgeons which began this work is an associa- 
tion of about 4,000 of the leading surgeons of the 
United States and Canada, and also includes 
representative men in South America and in 
many other countries. It was founded in 1913 
as an lionorary society similar to the Royal Col- 
lege of Surgeons of Great Britain, with the idea 
of promoting the highest ideals of surgery, and 
of improving conditions under which surgery 
finds it necessary to work.” 

The Minimum Standard. 

\fter a careful analytical study of hospital 

conditions throughout the United States and 


Canada extending over a period of two years, 
the college made a careful diagnosis of the causes 
of the lack of efficiency and formulated a remedy 
which is outlined in what is known as the “mini- 
John G. Bowman, the director 


mum standard,” 
of the college at that time, said of the “minimum 
standard”: “That standard is not the thought 
of a single mind. It is an expression which grew 
with straight thinking among the clearest minds 
in medical and hospital work on this continent. 
Its fulfillment costs effort rather than money. 
It safeguards the care of the patient admitted to 
the hospital by insistence upon competence on 
the part of the doctor, by thorough study and 
writing of each case, and by a checking up at 
least once a month of the clinicial service of the 
hospital. It fixes responsibility throughout the 
hospital. It calls for the production sheets of 
the hospital. It encourages and even compels 
clinical research. It defines the minimum service 
to the patient, upon which, beyond all debate, 
we are agreed.” 

The “minimum standard” is as follows: That 
physicians and surgeons privileged to practice 
in the hospital be organized as a definite group 
or staff. Such organization has nothing to do 
with the question as to whether the hospital is 
“open” or “closed,” nor need it affect the various 
existing types of staff organization. The word 
“staff” is here defined as the group of doctors 
who practice in the hospital inclusive of all 
groups such as-the “regular staff”, the ‘visiting 
staff”, and the “associate staff.” 

2. That membership upon the staff be re- 
stricted to physicians and surgeons who are (a) 
competent in their respective fields and (b) 
worthy in character and in matters of protes- 
sional ethics; that in this latter connection the 
practice of the division of fees, under any guise 
whatever, be prohibited. 

3. That the staff initiate and, with the approval 
of the governing board of the hospital, adopt 
rules, regulations and policies governing the 
professional work of the hospital; that these 
rules, regulations and policies specifically pro- 
vide: 

(a) That staff meetings be held at least once 
each month (in large hospitals the departments 
may choose to meet separately ). 

(b) That the staff review and analvze at regu- 
lar intervals the clinical experience of the staff 
in the various departments of the hospital, such 
as medicine, surgery, and obstetrics ; the clinical 
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records of patients, free and pay, to be the basis 
for such review and analysis. 

4, That accurate and complete records be writ- 
ten for all patients and filed in the hospital, a 
complete case record being one, except in an 
emergency, which includes the personal history ; 
the physical examination, with clinical, patholog- 
ical, and X-ray findings when indicated; the 
working diagnosis; the treatment, medical and 
surgical ; the medical progress; the condition on 
discharge with final diagnosis, and, in case of 
death, the autopsy findings when available. 

5. That clinical laboratory facilities be avail- 
able for the study, diagnosis, and treatment of 
patients ; these facilities to include at least chemi- 
cal, bacteriological, serological, histological, 
radiographic, and fluoroscopic service in charge 
of trained technicians. 

Dr. M. T. McEachern, of Vancouver General 
Hospital, recently said after years of practical 
administration of the standard: “The minimum 
standard is not, perhaps, so simple as it looks. 
But certainly it does not impose too great a 
burden of effort upon the doctor or upon the 
hospital. It calls for no undue expenditure of 
money. It is not impertinent, for it is based upon 
the sound principles of practice which the pro- 
fession long ago accepted. It forces a construc- 
tive and co-operative scrutiny over all medical 
work in the hospital; unnecessary surgery, in- 
competent surgery, lax and lazy medical service, 
and all commercialism in medicine go down 
before it.” 

Again Hawthorne Daniel, writing in World’s 
Work, says in part: “The statement is simplicity 
itself, and yet, with all its simplicity it contains 
just the suggestions that go to make good hos- 
pitals of mediocre ones ; just the suggestions that 
lead to the conservation of lives and the elemi- 
nation of unnecessary operations; just the sug- 
gestions that bring about the conscientious care 
that every patient in every hospital has a right 
to expect. 

“From coast to coast the idea is changing the 
conditions in hospitals. Everywhere there is the 
ferment of development, the activity of improve- 
In great centers of medical affairs the 
saltimore, the 


ment. 
changes have been startling. In 
greatest center of medicine in America, there is 
not a hospital of 100 beds or more that has not 
put into effective operation the Minimum 
Standard. 


“In New York and other cities the hospitals 
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have made as great advance. The worid of the 
hospital is changing. An advance normally to be 
expected in twenty years has come in three. For 
this opinion | am indebted to President Henry 
S. Pritchett of the Carnegie Foundation. 

“The medical profession generally is to be con 
gratulated upon the progressive work being ac- 
complished by its many prominent members who 
are fellows of the College of Surgeons. In its 
membership the college includes the best men in 
the field, and there are few prominent surgeons 
in the country who are not on its roll. 

“The medical profession is largely made up 
of men who are practical idealists. Sometimes, 
under the forces of circumstances, some of them 
may not have held entirely true to their ideals, 
but it seems difficult to believe that many of them 
have ever allowed their ideals completely to lose 
control. And with the program of the college to 
supplement their own beliefs they are throwing 
aside those methods that are open in the least to 
criticism, and of their own volition have renewed 
and increased their efforts to bring about the re- 
forms in which they have always believed. 

“It is with this elusive force that the college 
has worked with such success. With the ideals 
of the profession visualized, and with practical 
plans made to insure their application, the coun- 
try may confidently look forward to a new era 
that is already partly here; when the hospitals of 
America will be institutions for service, from 
which selfish interests and careless methods have 
been abolished, and to which the country may 
look for considerate and efficient treatment, con- 
fidently expecting and receiving the utmost that 
the medical profession is capable of giving.” 


PUBLIC HEALTH.’* 
RALPH E. Barnes, M. D., 


Jacksonville, Fla. 


It is indeed a pleasure to come before you this 
evening. As a new man in a new territory [ was 
told by various people and in various places the 
fact, or rather supposed fact, that in Florida I 
would find thus and so, mostly so; that is, | was 
to find the people skeptical or not interested. 
Then, too, there was a word dropped now and 
then as to a certain peculiar make-up of these 
people here in Florida. Imagine my feelings then 


on arriving in this fair State. lirst, I was met, 


*Read before the Orange County Medical Association, 
December 19, 1923. 
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if not actually with open arms, it was almost the 
same thing. In my talks and conferences with 
the various people and groups of people again 
imagine my surprise at their interest and desire 
for that something for which they had been 
ionging and actually reaching out, willing to 
meet the neweomer more than halfway, in the 
hopes that here was possible one of the things 
for which they had heen longing. In other words, 
to my utter astonishment and pleasure | found 
them to be friendly coworkers in a great cause, 
accepting me in the spirit of true Southern hospi- 
tality and hoping that thereby they would he able 
to receive, but in the receiving perfectly willing 
to give, in order to effect a co-operative basis. | 
come to vou tonight in the spirit of mutual help- 
fulness. From the few talks and meetings I have 
had with some of you I find that to you has come 
a vision of things as they should be—a vision, 
if vou please, that looks for a firmer foundation 
upon which to rear a structure, while nebulous in 
its entirety yet nevertheless real. A structure 
which you see as a necessity and one which re- 
quires a careful architect to plan and supervise 
in the building in order that it shall be a monu- 
ment to the carefully laid plans of its originators 
and builders. May | now digress somewhat from 
the original of my theme this evening? The term 
“Public Health” has been a very much abused 
word during the past decade. It has been a term 
which has been largely aided and encouraged by 
the medical profession. | can say without exag- 
geration that without the active support of the 
physicians, public health as we know it today 
would not be the lusty, growing child that it is; 
't would on the contrary be a pale, thin, anemic, 
malnourished infant. 

Let us first analyze this term “Public Health.” 
What is it? What does it do? How does it act? 
What are the probable effects upon the medical 
world, and many other questions too numerous 
to include within the scope of this talk this 
evening. 

In the old days when vou and I were in medical 
school, Public Health was merely an arm of the 
law. One whose function, and that inadequately, 
Was that of quarantine regulation, more especial- 
lv to guard against contagious diseases by regu- 
lations and strict quarantine or isolation meas- 
ures. In those days we had, or thought we had, 
two true specifics, and one preventive measure 
—smallpox vaccine. But what a change today! 


ublic Health today is really aggressive prevent- 


ive medicine. Today we are preventing, thanks 
to our medical scientists, a host of diseases long 
thought unconquerable. What a wealth of mean- 
ing is wrapped up in the names of such men as 
Lord Lister, Robert Koch, Pasteur, Walter Reed, 
Osler, Trudeau, Gorgas, and last but not least 
that grand old man, W. TH. Welch. 


men and others just as great in their sphere, we 


Due to these 


have learned to control and = prevent sucli 
scourges as yellow fever, typhoid fever, malaria, 
dengue, tvphus fever, diphtheria, spinal menin 
vitis, plague and others. Due to the rapidity of 
these d’scoveries of the last few vears, preventive 
medicine has grown by leaps and bounds and 
with it Public Health has advanced so rapidly 
that one has a rather hard time keeping pace with 
the progress. Along with this advance in pre- 
ventive medicine, curative medicine has kept pace 
until today there is hardly a condition which is 
not relieved in some way by the many newer 
remedies at our hand. Just the past year has seen 
a truly marvelous achievement in the discovery 
of insulin. Tools are placed in our hands today 
that were undreamed of when we were students. 
We have truly been living in a fearfully wonder- 
ful period. 

Many have been the refinements of diagnosis 


and the elabaration of the various diagnostic aids 


marks a history of medical progress that so far 
out-distances the past performances as to be al- 
most unbelievable. Yet we who have lived 
through this period know the correctness of these 
statements of achieveme tts. 

In the train of this wonderful progress has 
come a new public health, an activity in prevent- 
ive medicine represented by two phases—closely 


allied and vet se>irate and distinct—respective- 
ly, the Public [lealth official and the voluntary 
Public Health worker. Both have their just and 
necessary work to perform. It is for the health 
officials to use all of the known and trie:l agencies 
of disease prevention in the protection of the 
health of the people in their respective spheres of 
influence, be it city, county or state. Upon them 
devolves the duty and upon them rests the re- 
sponsibilities. On the other hand, the voluntary 
health worker has a field of very great impor- 
tance. Unhampered by the necessary regulations 
governing one who is an executive health official, 
it is for the voluntary health worker to try the 
uncharted field of disease prevention, proving 
the falsity or value of a theoretical problem. In 


case it is practical and sound to them, they have 
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the satisfaction of seeing it incorporated into the 
official agency. To do this successfully requires 
that there be at all times the fullest co-operation 
of official and voluntary Health Agencies. They 
must work hand in hand. 

Necessarily with this rapid advancement we 
today find ourselves face to face with this condi- 
tion: A multiplicity of both official and non- 
official or voluntary agencies all dealing with the 
problem of Health—all dealing with preventive 
With the result, as is very evident 
This begets a 


medicine. 
overlapping and lost motion. 
feeling of distrust on the part of many. One is 
swayed by this or that particular field until one 
hardiy knows just where to turn. 

First came the National Tuberculosis Associa- 
tion in 1904, to be followed by others such as 
the American Child Hygiene Association, the 
Child Health Association, Society for the Mental 
Defectives, the Society for the Control of Can- 
cer, another to control heart disease, still another 
on social diseases, and the list is by no means 
exhausted. This was inevitable. The rapid ad- 
vances made this condition what it is and the 
chaos has been almost complete. Through it all 
and around it all has been the co-operation of 
the medical profession, bewildered no doubt by 
the rapidity of the movement, vet keeping apace 
with the progress. Back of it all one can not help 
but feel that in the race for the goal many times 
the health worker, be he official or non-official, 
has not gone to the profession as often as he 
should for guidance and counsel. This has handi- 
capped him at times by leading him into by-roads 
and hedges of error where he has made many mis- 
takes, which have compelled him to return to the 
straight and narrow path of scientific principles. 
So I say it is indeed a pleasure to come to you— 
the fountainhead, the real power—upon one of 
the most important questions before us today. 
Asking you, if you please, to take the needed lead 
in this great movement here in this county. 

There are two sides to this question of Pre- 
ventive Medicine. One is purely medical—scien- 
tific ; the other is economic. In another sense one 
is individualistic while the other is collective. 
Take for example the question of periodic phys- 
ical examinations now so greatly stressed—that 
is for the individual; on the other hand, water- 
such kindred 


works, sewerage and 


projects are community problems and must be 


systems 


worked out collectively. In many instances it is 
hard to decide where one begins and the other 
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leaves off, again we see them as interdependents. 

Recognizing the implied need running all 
through the above narrative, the Florida Public 
Health Association is pledged to a course of 
action looking to the elimination of overlapping 
in the various realms of Public Health, seeking 
to perfect such machinery where possible, where- 
by the various activities can be correlated and 
combined into one working unit in the counties 
of this State. 

We do not claim this as original with us, but 
believing in the justice of our plea we do not 
desire credit nor do we expect credit for that 
which belongs to another. \We do believe that 
the time has come when some such action is not 
only necessary but vital to the whole program. 
Just the last vear we see the final organization 
of a National Health Council, showing that the 
great leaders in this field are awake to the neces- 
sity of combining for the sake of preventing 
the very things we are talking about which also 
means financial stability. 

It has therefore been necessary for me to lay 
a firm foundation upon which to rear a theoreti- 
cal building. Weare asking you to take an active 
part if not the lead, and I much prefer that vou 
take the lead in the organization of a County 
Public Health that will be 
truly representative and one that will earnestly 
As long 


as we have the county as a political unit, will it 


Association. One 


study the Health needs of this county. 


he necessary that we have the county working as 
a unit. Without such an organization active in 
the county- 
the people and which they will accept as their 


one that will have the confidence of 
leader—just so long will there be chaos and in 
decision. 

With an active county organization leading the 
people with a true leadership and outlining a 
definite course of action, a comprehensive pro- 
eram of health work, then and only then will we 
begin to get definite results and order be restored 
in this the greatest movement in the history of 
man. Yet I would have you go one step further 
in this plan and that is the furthering of a county 
Welfare Council where all of the organizations 
of Health and Welfare in this county can meet, 
or rather their representatives meet and discuss 
their problems together. Welfare and Public 
Health are closely allied one to the other, al- 
though not so closely that one can take the place 
of the other. Yet there is that band of mutual 
activities which should be a stimulus to both. 


———— 
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Therefore it should be and is desirable for these 
agencies to work together in the spirit of har- 
mony and co-operation. 

| have not touched upon these in detail. You 
no doubt are more familiar than | with the vari- 
ous organizations necessary to bring together in 
order first to form your Public Health Associa 
tion for this county and then to form a clearing 


I will, 


therefore, leave this question in your hands, feel- 


house for all health and welfare work. 


ing that in doing so it will be in competent and 
capable hands and that the details will be easily 
adjusted and a strong, active organization be 
the outcome, to the end that the public health 
work of this county will be organized and stabil- 
ized. 

| wish IT had the time to give you some of the 
results of our work, particularly with reference 
to tuberculosis, but as you are all busy men | 
must not detain you with this tonight. 

Sufficient to say that during the period since 
1904 the tuberculosis death rate has been reduced 
one-half. This is truly a very remarkable show- 
ing, vet the work has only just begun—the hard- 
est part of the fight lies just ahead. The results of 
the past certainly justify your continued and en- 
larged support so that our work can go on in- 


creasing in power and effectiveness. 





RESEARCH ON TOBACCO.* 
Dr. J. F. Denton, 
Sanford, Fla. 

In writing this paper I wish to give credit to 
Good Health, a journal devoted to race better- 
ment, edited by Dr. John Harvey Kellogg, of 
Rattle Creek, Mich., for a large amount of in- 
formation given in edition December, 1920, Jan- 
uary, February and March of 1921. 

Tobacco contains a volatile alkaline, nicotine, 
in proportion of two to eight per cent, amount 
increasing with age of the plant. A cheap cigar 
contains fromoneand one-half to two per cent. A 
higher-priced cigar contains a little more. Later 
studies of tobacco have shown that it contains 
rumerous other poisons besides nicotine—among 
others, prussic acid, collidine, thiotetra-pyridine, 
isodi-pyridine, nicotellidine and pyrroline. Nico- 
tine is one of the most violent poisons, compar- 
able to aconitine or prussic acid. According to 
Orfila, two drops of pure nicotine killed a dog of 


"Read before Orange County Medical Association, 


February, 1923. 
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average size. According to Vibert, the cat and 
the rabbit are killed by one-sixth of a drop, the 
dog by one-half to two drops. Leblance said a 
horse is killed by eight drops in four minutes. 
Apply one drop to the eve of a mouse or sparrow 
and they will die instantly. Tobacco smoke con- 
tains a crowd of noxious products among the 
chief of which are prussic acid, collidine, methyl- 
amine, pyridire, ammonia, formaldehyde. and 
carbon monoxide. From one-twenty-fifth to one- 
eighth of a grain of prussic acid is found in 
three and one-half ounces of tobacco. One cigar- 
ette can produce one to five cubic inches of 
carbon monoxide. It is evident that the aqueous 
solution of tobacco does not contain all the 
products or combustion of tobacco. Nicotine is 
a powerful vasoconstrictor. No matter in what 
way introduced, always causes a formidable ele- 
vation of blood pressure. This is due to the direct 
action of nicotine upon the muscular walls of 
the vessels. Later this vasoconstriction is fol- 
lowed by a paralytic vasodilatation. The pulse 
rate increases when the tension increases and 
slows when the tension falls. 

Very large doses are required to produce an 
immediate diminution of the pulse rate. This 
paradox is explained by the toxic effect of the 
nicotine upon the pneumogastric nerve. Hyper- 
tension is due to the action of the poison of tobac- 
co upon the general vasomotor center found in 
the bulb. Tobacco causes changes in the liver, 
slight changes in the kidneys. Hypertrophy of 
the heart is a natural result of a raised blood 
pressure. Examination of the heart tissue showed 
degeneration of the ! eart muscle, and lesions of 
Leart. Red blood cells are de- 
creased and wh-te blood 
Tobacco effects especially the brain and spinal 


the ganglia of the 
cells are increased. 
cord. Vas, Pandi, and others have shown chang- 
es in the cortex of the brain and degenera- 
tion of certain nerve fibers. It is an error to sup- 
pose that the number of microbes in the cavity 
of the mouth diminish under the action of tobac- 
co smoke, or that smoking renders the body more 
res stant to infectious maladies. 
Disorders of Sensibility. 

Tobacco may give rise to pain in any part of 
the body, especially in the region of the scapula 
and right hypochondrium. The false ribs and 
the sternum are frequently seats of pain. Tobac- 
co headache is a very frequent symptom. It is a 
Tobacco causes insomnia 


sort of intoxication. 


frequently. Tobacco may give rise to still more 
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serious symptoms, as amnesia, and tobacco 
aphasia. The use of tobacco before puberty gives 
rise to many manifestations as_ interlectual 
apathy, revery, melancholia, neurosis and pscyo- 
neurosis and chorea. Tobacco neurasthenia is 
much more frequent and tobacco insanity is 
sometimes encountered. 

In the March, 1921, issue of Good Health, it 
gives in conclusion, to-wit : 

First—‘*Tobacco poisoning as shown in ex- 
experiments on animals under different forms— 
macerations, aqueous solutions, insufflations, and 
breathing smoke—saturated air—gives rise to a 
series of functional disturbances in different or- 
gans. (a) Predisposition to abortion, (b) fre- 
quent diarrhea, (c) constant changes in the liver, 
hemorrhages and degeneration, production of a 
true cirrhosis according as the poisoning is acute 
or chronic (d) The possibility of renal 
lesions, the kidney being less susceptible to in- 
jury than the liver. (e) The suprarenal capsules 
are rarely injured. Sometimes changes are ob- 

(f) To- 
fact a poison to the arterial coats, 


served coincident with artic atheroma. 
bacco is in 
but it acts slowly and through hypertension. (¢) 
The brain always shows some notable changes, 
no doubt analogous to the manifestation of in- 
toxication seen in the human beings. (h) the 
general state is more or less modified and more 
or less pronounce; emaciation is often noted. 

Second—*Oriental tobaccos produce practical- 
ly the same changes. Observation appears to 
show that they have a particularly injurious 
effect upon the nerves. 

Third—The 


praised by many authors, varies with different 


germinal effect of tobacco, 
species of microbes. While its influence is very 
pronounced in relation to streptococcus and 
staphylecoccus, it is very small in relation to the 
bacillus of Loeffler and the pneumo-bacillus of 
Friedlander. Infusions, aqueous solution of nico- 
tine have no effect. It is only the smoke which is 
active as a germicide, and this acts in the same 
way as any other smoke. 

Fourth—‘*The so-called deniconized tobac- 
cos are practically equally as injurious as ordi- 
nary tobaccos. 

Fifth—" Abuse of tobacco produces in man a 
series of morbid changes affecting different 
bodily structures, many of which are well recog- 


Close 


leucoplasia buccal and syphilis. (b) Dyspepsias. 


nize: (a) relations existing between 


(c) Disorders of the larynx and lungs. (d) 


Angina pectoris and intermittent claudication. 
(e) Profound injury of the nervous system. (f) 
The 


chickens derived from fowls, the males of which 


Disturbances of hearing and vision. 


(2) 
exposed to the smoke of tobacco during the night, 
were found to be feeble and many of them died. 
The children of women who work in tobacco fac- 
tories are notably debiliated. The study of the 
embryos of pregnant animals subjected to the 
influence of tobacco showed the same effect in the 
liver and other organs as were produced in the 
adults. Cuzzi maintained that nicotine gives rise 
to abortion through its injurious effect upon the 
placenta, causing death of the fetus. Nicotine 
is a poison which acts upon the muscular fiber, 
and it may give rise to abnormal contractions of 
the uterus. Stolz noted the odor of tobacco in 
the amniotic fluid in the workers in the State 
tobacco factories. Ruef several times found nico- 
tine in the amniotic fluid. Kostial found nicotine 
in mother’s milk. Vinay confirmed this observa- 
tion and attributed to this cause of digestive dis- 
turbances in infants which disappeared when 
they were taken away from the mother. 

In conclusion | wish to state, that to my mind, 
after having used tobacco for several vears in 
every imaginable form, and then falling ill, and 
during this illness, having a constant tobacco 
nausea, and after recovery for two weeks a re- 
pulsive feeling towards tobacco, that it has an 
injurious effect upon man and animals, neverthe- 
less the goat can eat large quantities of tobacco 
apparently without injury. Once the tobacco 
habit is fastened upon one, it is indeed hard to 
break, but we all know that it is a non-essential 
to the maintenance of the human system and a 
great annoyance to non-users, especially women 
and children, and the universal habit prevailing 
today in almost all public eating places of smok- 


ing during eating hour should, to my mind, be 
ruled out. Such imposition by the user upon the 
rights of the non-user will in the near future 
arouse the women voters to war on tobacco to its 


death. 


NASAL DEFORMITIES AND THEIR 
CORRECTION. 
ALPHEuS K. Wi son, M. D., 
Jacksonville, Fla. 


Nasal include malforma- 
tions of the nose and have not in the past re- 


A good 


proportion of diseases of the upper respiratory 


deformities many 


ceived the consideration they deserve. 
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passages could be prevented by having a well- 
formed and functioning nose. Sinusitis, pharyn- 
gitis, and laryngitis are rarely present in persons 
possessing normal nasal cavites. An insufficient 
amount of air is taken into the lungs by a per- 
son with a stenosed or obstructed nose ; evidence 
of this is gain in weight after a satisfactory cor- 
rection. Innocent individuals with an ill-shaped 
nose may have the stigma of lues when the cause 
is a condition foreign to that of syphilis. 
Non-development of the facial bones accounts 
for a large percentage of nasal deformities. This 
is wholly preventable and is within the responsi- 
bility of the physician. It is due to faulty cell 
metabolism either prenatal or during childhood. 
The one is most probably the result of improper 
diet or disease of the mother as lues or tubercu- 
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Fic. 1. A—Graft. B—Tip hood; line shows distance 
between graft and initial incision. C—Initial incision. 
D—Undermined tissue. 


losis; the other of malnutrition and mouth- 
breathing. The removal of obstructing adenoids 
and tonsils from an individual with an appreci- 
able non-development of the facial bones and 
nasal cavities will not re-establish normal respira- 
tion, especially if the deformity is of long stand- 
ing, unless the nasal spaces can be enlarged. 
This can best be done by an orthodontist by 
widening the upper dental arch and bringing the 
floor of the nose downward, thus increasing the 
nasal space laterally and from below upward. 


Injuries at birth, also from falls and blows on 
the nose accounts for a few of these deformities. 
Destruction of the supporting nasal cartilages 
following abscess of septum is another con- 
tributing factor. 


A well-balanced diet for the expectant mother 
and afterwards for the child with early cor- 
rection of nasal obstruction will eliminate the 
majority of these deformities. Plastic surgery 
is of great aid, especially from a cosmetic stand- 
point. The receding or infantile nose, the saddle 
nose, the drop-tip nose, etc., are very satisfactori- 
ly remedied by inserting additional support to 
the framework of the nose. To do this the many 
operations differ mainly in placing the initial 
incision. 

Chondral cartilage has been found to be the 
most adaptable for the frame support. It is 
easily cut with a knife, rarely absorbable, and 
has quite a resistence to infection. While some 
have advocated bone, it is difficult to shape and 
unless each extremity is in contact with bone 
it will soon be absorbed. Foreign substances as 
celluloid have been very satisfactorily used by 
Dr. Lewis, of Minneapolis, while Dr. Stage 
Davis, of Baltimore; Dr. Sheehan, of New York, 
and Dr. Killner, of Great Britain, favor chondral 
cartilage. 

The operation of choice is the one devised by 
Dr. J. D. Lewis. The initial incision is placed 
in the columella. It does away with the unsightly 
scar on the bridge of the nose. It is more acces- 
sible than the intranasal route and does not give 
the great risk to infection. A great variety of 
nasal deformities can be corrected through this 
incision. Bony bumps can be taken down with 
the rasp and chisel ; excessive cartilage may also 
be removed with the angulated Makenty knife. 
if the septum is deflected and obstructing either 
naris the incision may be extended or deepened 
and that portion of the septum removed. 
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Fic. 2. Preoperative: Note luetic stigma from undeveleped 
upper jaw. The nose sinks into the face. 
CASE HISTORY. 
Miss J. was admitted to the Duval County 
Hospital on the ear, nose and throat service July 
9, 1922. Came to hospital to have rhino-plastic 
operation. 

Family History: Negative as to any constitu- 
tional diseases. 

Personal History: Age 18; single; is the old- 
est of eight children. Had measles and whooping 
cough when four or five years old. Tonsils and 
adenoids removed for mouth-breathing at eight 
years of age. Submucous resection of nasal sep- 
tum was done two months ago. 

She is:small in stature. The face is much 
shorter than normal from forehead to chin and 
from the maxillary eminence to the external 
auditory canal. This latter condition is commonly 
known as retrusion of the superior maxillary 
ridge. The superior maxilla does not give proper 
support for the nose. It allows the nose to sink 
into the face. She has thirteen teeth to each jaw, 
and these are fairly well crowded. One molar 
was recently extracted because it was _ totally 


Nasal bridge and tip raised by 


Fic. 3. Postoperative: 
Notice the changed expression. 


inserted cartilage. 
The teeth missing are five molars 
and one bicuspid. The X-ray three 
molars unerupted. The nose is shorter, both in 
leneth and height, than one would expect in 


out of line. 
shows 


an adult; the nasal cavities are likewise small, 
such a condition is termed infantile. The bridge 
and base have a rather broad appearance. The 
hard palate presents a high arch which most 
probably was caused from mouth-breathing. 

On July 10, 1922, under general anesthesia 
a rib cartilage graft was transplanted into the 
dorsal surface of the nose. The operation was 
as follows: 

The cartilage graft was removed with its 
perichondrium from the seventh rib on the right 
side by making an incision obliquely downward 
and dissecting the soft parts away from. the 
cartilage and severing each end with the bone- 
cutting forceps and scalpel. This part of the op- 
eration was done by Dr. I. A. Copp. 

The face and nose were washed with soap and 
water followed by alcohol. With a Frees nasal 
vertical incision was made 


septum knife a 
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through the skin of the columna nasi, beginning 
at its midline one centimeter below the tip of the 
nose and extending the incision well down to the 
philtrum. The skin was undermined on either 
side and above. With a curved iris scissors in- 
troduced in the wound with the blades pointing 
upward and backward the soft tissues were 
divided and then the pocket was extended on 
the dorsal surface of the nose. The dissection was 
carried out with a Ballenger perichondral elevat- 
or over the nasal cartilages and nasal bones to the 
infralabella. The success of the operation de- 
pends greatly on a well-formed hood at the tip 
of the nose and avoiding button-holing either 
the skin or mucous membrane, thus inviting in- 
fection and necrosis. It is useless to say that the 
blind-pocket must be in the midline as the im- 
plant might be displaced to one side. The cartil- 
age was trimmed wedge-shape and the corners 
of the big end rounded off. This was then in- 
serted but removed for further shaping until the 
proper size was obtained. Special care was made 
to preserve the perichondrium on the side and 
to place it uppermost. The wound was closed 
with three interrupted silk sutures and collodium 
applied. The stitches were removed on the fourth 
day. There was no complaint of pain in region 
of nose or complications following the opera- 
tion. 

As to this method of correcting nasal deformi- 
ties we may summarize the following: 

Kirst: The simplicity of the operation. 

Second: The transplant is provided proper 
support by a tip-hood which prevents extrusion. 

Third: The sutures are below and some dis- 
tance from the graft which safeguards against 
infection. 

Fourth: The initial incision heals with a linear 
scar so placed that it is not noticeable. 


IMPRESSIONS OF A_ FLIGHT 
SURGEON.* 
LikUTENANT J. D. BENJAMIN, 
Medical Corps, United States Navy. 

The U. &. S. 
an airplane ship on March 20, 1922, and has 
conducted active flying operations on shore and 
on board since that time. For the past four 
months a flight surgeon has been attached to the 
ship. This paper is written to give the first im- 


FIRST 


Langley was commissioned as 





*Read before the Escambia County Medical Society, at 
Pensacola, June 12, 1923. 


pressions of a flight surgeon on his first tour of 
duty and to show the safety factors and other 
life-saving measures that have been put in action 
on this ship, and the possibilities of prevention 
of accidents in aviation. To the aviation person- 
nel themselves are due most of the credit for the 
overcoming of hazards. 

This ship presents varied problems in aviation, 
due to its peculiar activities, and these include 
many problems of so-called aviation medicine. 

The Langley is not only distinctive in design 
but is unique in the nature of its work. It is not 
only an airplane carrier, but is an airplane flying 
field as well as an airplane workshop. In short, 
it is a small air station in itself and is able to 
conduct an independent existence as far as flying 
is concerned, which it often does. Due to these 
facts, the problems of aviation medicine aboard 
are those of an air station as well as a navy yard 
and ship at sea. 

A brief description of the ship itself seems 
necessary before taking up its medical problems. 
The U.S. S. Langley was built in 1912 as the col- 
lier Jupiter, a sister ship to the ill-fated Cyclops, 
which completely disappeared during the war. 
It was named after the inventor of the first suc- 
cessful airship, which is now in the Smithsonian 
Institute. In the conversion to the present air- 
plane-carrier, a long deck was built above all its 
superstructure. This deck is about 530 feet long 
and gives plenty of room for a number of planes 
to land on as well as to take off. This deck is so 
rigged that planes landing on board are held and 
prevented from leaving the deck of the ship. 
At one end of this landing deck of the ship is a 
part that slopes downwards at an angle to the 
deck and continues in a deck that slopes still 
further downwards. This forms what is known 
as an apron. Below this is a huge wire screen. 
The sloping decks prevent a crash of a plane that 
is making too low a landing and the screen pre- 
vents planes from crashing into the ship, These 
devises were put up by the aviation department 
of the ship and are essentially safety devises. 
This deck is also supplied with an elevator by 
means of which planes can be lowered to the 
well deck below for repair or storage purposes 
from the flying deck above. This combined with 
the enormous holds, formerly used as coal bunk- 
ers, give the ship a carrying capacity for planes 
greatly beyond its immediate needs. Forward, 
under the bridge, the ship has a complete repair 
shop and storeroom. This repair shop compares 
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favorably with the carpenter and repair depart- 
ment of a station. It consists of carpenter, ma- 
chinist, sailmaker, paint and electrical shops as 
well as a complete aviation storeroom. In the 
hold of the ship spare parts are carried, and a 
plane damaged on the flying-off deck can be im- 
mediately lowered to the well deck and the dis- 
abled part removed and a new part added. In 
fair weather the well deck is used as a general 
assembling field for setting up broken-down 
planes. 

Flying connected with the ship is mainly with 
land planes, aero-marines, Voughts and De Hav- 
ilands being used. In flying operations, the ship 
heads into the wind and the land planes take off 
and land on the flying-off deck. During this many 
precautions and safety measures are put in effect. 
When flying on and off at sea, underway, all 
pilots wear life jackets. 

In preparation for flying, the huge upper deck 
becomes as bare as a billiard table. Everything 
is removed from the deck; the smokestacks are 
turned down; the masts are lowered and the net 
railing turns down, making a huge net all around 
the ship about five feet below the deck of the 
ship in which observers and the crew stand dur- 
ing flying. This net is a safety factor in that 
it gets everyone out of the way of the landing 
plane so that no one is in danger of being struck. 
In this net stand the hospital corpsman and medi- 
cal officer with stretcher and first-aid kit. Signal 
flags are used to indicate whether the ship is 
ready for the pilot to land aboard, this removing 
the danger of the pilot landing on when the ship 
and crew are not in readiness to receive the 
plane. It is extremely hard for the pilot to see 
the deck of the ship when about fifty yards astern 
because they fly from the rear cockpit; it being 
more convenient, but at close range they have 
obstructions in the field of vision they would not 
have from the forward seat. Because of his flying 
in this position, two officers stand at the stern 
of the ship and indicate by their arms the rela- 
tive height of the plane and position in respect 
to the ship. This factor has undoubtedly pre- 
vented a great many crashes. Propellers have 
been broken in landing aboard, due to the plane 
nosing over on contact with the ship and flying 
splinters from the propeller have endangered 
the crew. This has been overcome by the placing 
of a hydrovance under the propellor. Pigeons are 
available, but due to the lack of long flights 
they have not been used much. 


The planes are equipped with special equip- 
ment to permit them to land on board. A head- 
rest which is stream-lined toward the stern of 
the plane overcomes the constant resistence of 
the air against the pilot’s head during flving. 
Two sets of belts around the pilot's body are pref- 
erable to one set, one being around the waist 
and one around the chest, because of the possi- 
bility of the pilot being jerked out of the plane, 
which is decelerated from as much as sixty miles 
an hour to zero miles in the short space of forty 
to sixty feet. Flying off is a relatively simple 
procedure compared with flying on, and merely 
corresponds to taking off from a flying field. 

The ship has a catapult arrangement for 
launching sea planes from this upper deck, but 
little work has been done along this line. 

The aviator is only interested in accident work 
to the extent that he wants to be assured that 
everything will be done for his safety in case of 
a crash. He flies with much more assurance and 
more readily takes the air if he knows that in the 
event of a forced landing or crash someone will 
immediately be standing by to pull him out and 
give him proper treatment. 

Four factors have been considered on this ship 
in making flying as safe as possible. First, the 
possibility of the aviator crashing on the deck 
when he is making his landing on the ship while 
it is under way. This might happen due to mis- 
judgment by the pilot, as by a poor approach, 
not properly estimating the distance to the deck, 
or some other faulty procedure. This trouble 
would undoubtedly be due to some physical de- 
fect of the pilot, either temporary or permanent. 
A physical examination of the pilot, together 
with an intimate knowledge of his habits and im- 
mediate physical and mental condition, would 
determine this cause. 

Next, a crash on the deck might be due to some 
fault in the plane. Here the responsibility would 
be entirely up to the aviation department. 

Each plane has a mechanic in charge of it who 
draws flight pay and must fly at times in his 
plane. If the plane is not in good condition he 
loses his flight orders and also endangers his own 
neck. This is no mean safety factor as it doubly 
assures the pilot the plane is all right. It is not 
infallible, for as one mechanic expressed it ; “No 
one can swear that a plane is O. K.” Bad land- 
ings might be due to down currents of air. This 
has occurred repeatedly and the pilots have 
brought themselves out of the difficulty by good 
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flying and maneuvering. One pilot struck the 
stern end of the ship a glancing blow and 
bounced into the air, but by giving the plane the 
gun and pulling it up hard, he managed to ex- 
tricate himself, and after flying again around the 
ship, made a splendid landing. A fourth is the 
possibility of some part of the arresting gear on 
the deck or on the plane giving way after the ar- 
rested landing has been made. This has happened 
on several occasions and, being an unforseen 
emergency, has called for prompt measures be- 
ing put forth in each case by enlisted men who 
seized the plane from the rear and prevented it 
from going over the side. Of course, its flying 
speed was nearly exhausted, but it would have 
crashed if it had not been seized in time. Absent- 
mindedness on the part of the pilot has been no- 
ticed, such as trying to land, (and as it happened, 
succeeded in doing so), on the deck without ad- 
justing his arresting gear. This turned out 
all right, however, as the plane lost its speed 
and was retarded by the arresting gear sufficient- 
ly to enable the enlisted men to seize it and pre- 
vent it from going over the side. These possible 
crashes must be guarded against by careful con- 
struction and inspection of plane by aviation per- 
sonnel, assurance that the pilot is in excellent 
shape, by first-aid equipment on deck in case of 
a crash, and by an efficient aviation deck force. 

The possibility of a crash in the water by a 
land plane must be considered. It is estimated 
that a land plane will float in the water thirty 
minutes before sinking. This undoubtedly de- 
pends on how much it is damaged. A damaged 
plane would not stay up nearly as long or pos- 
sibly not at all. A land plane once crashed into 
Guantanamo Bay, Cuba, and floated ten minutes 
before sinking. Measures to save the pilot must 
be as rapid as possible to extricate the pilot from 
a sinking plane. A seaplane capable of landing in 
most any but the roughest water, circles the ship 
while these flying operations are under way, car- 
rying a flight surgeon and first-aid equipment. 
If a plane should stall or go in the water this sea- 
plane would swoop to the spot and endeavor to 
pull the aviator out of the plane and so get him 
away from the sinking wreck. A navy tug steam- 
ing astern would head for the wreck and attempt 
the salvage of the plane, and if the aviator 
had not been extricated, would demolish the 
plane to make possible the rescuing of the pilot. 

A lifeboat stands in readiness with a medical 
officer and first-aid equipment to proceed to the 


wreck and render such other assistance as may 
be necessary. This practically includes all the 
hazards incident to flying on and off with the ex- 
ception of fire. At short intervals along the 
trough at the side of the flying deck are fire ex- 
tinguishers. A plane crashing on the deck in 
flames would have dozens of fire extinguishers 
playing on it in a very short interval. A plane 
crashing to the water and beginning to burn 
would mainly be a problem of rescuing the avia- 
tor from drowning. 

Next comes the care of the aviator himself. Are 
aviators hard to take care of and are they a 
peculiar class of men? One is often asked this 
question. The outside public seem to believe that 
aviators are like bicycle riders, circus performers, 
prima donnas, or other classes of people who are 
doing spectacular work before the public. But 
are they? The writer is not familiar enough with 
the other classes mentioned to say how they com- 
pare with them, but he does know that aviators 
are just normal, healthy Americans, likable, full 
of vigor and enjoying life every minute. They 
josh and joke one another, enjoy cards, especial- 
ly bridge, like to dance and are usually very 
acceptable in any social gathering. Most of them 
are witty in conversation, pleasant to talk to and 
excellent dancers. They seldom speak of flying 
in a fearing manner and if one of their comrades 
crash they feel the loss the same as you or I when 
one of our friends die suddenly. But does it ef- 
fect their flying? you ask. Possibly, but you 
would never know it, for most air commanders 
have a plan to put all the aviators in the air im- 
mediately following the death of one of their 
comrades and so immediately check any person- 
al fears the death of a comrade may have on a 
flying squadron or air station. Their mode of 
living is not much different from others ex- 
cept that perhaps they get a little more pleasure 
out of life. They live in the moment, never miss- 
ing a chance to take part in a dance or smoker. 

The annual physical examination of the pilots 
revealed a number of minor defects which were 
quickly corrected so that at the present time all 
of the pilots are in good condition. Lack of exer- 
cise and means for it, are hard factors to over- 
come, Life on board is rather sedentary at best, 
and unless absolute provision and requirement 
are made for exercise the pilot falls down in this 
regard. A good adjunct to a ship of this type 
would be a small, well-equipped gymnasium with 
regular compulsory exercise. Rarely is it neces- 
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sary to remove a pilot from flying. Temporary 
removal from flying is a good plan and the pilot’s 
idea of whether he is fit to fly himself is a big 
factor, for he usually feels when he is not fit, but 
sometimes for fear of being called afraid to fly, 
he will not say anything about this fact. Moods 
have been important factors. One flier received 
some unfortunate news that made him feel as if 
he didn’t care what became of him. This came 
out in his flying performance, which was reckless 
and dare-devil in type. A talking to him straight- 
ened this out and gave him a new lease on life 
so that his flying became more careful. 

The circulatory efficiency test, (Schneider in- 
dex), has proven a tangible way to show fliers 
that their condition is not what it should be at 
times. One flier who had little faith in the test 
wanted it performed on several occasions to try 
it out, as he afterwards confessed, and so ad- 
mitted the value of the test; when he had a slow 
index he had been out late the night before and 
was not up to the mark physically. This flier now 
takes excellent care of himself and cooperates 
fully with the flight surgeon. 

The hardest proposition on a ship of this kind 
is to find space to put up an examining room. Al- 
though this is a huge ship, every bit of space has 
been planned and asked for. Luckily, no equip- 
ment has arrived so that the location of this space 
has not become imperative and examinations 
have been made on shore at the air stations where 
the ship has been anchored. This has been rather 
difficult, as the ship has been cruising and doing 
a great deal of experimental work so that the ex- 
aminations have been sandwiched in as much as 
possible. 

This ship has at present nine pilots on board 
and two on shore at Hampton Roads, Va. All of 
these pilots are seasoned fliers with hundreds of 
hours in the air and all with one exception have 
had extensive experience in land planes. Thus 
it is not a new game to them and they tackle the 
propositions of aviation like a seasoned ball- 
player does baseball, in contradistinction to a 
recruit. This has been a big help to the flight sur- 
geon, for he has not had to deal with the prob- 
lems that one dealing with men new to the game 
would encounter. 

These veteran fliers know the hazards of the 
game, the necessity of care of self as well as the 
plane, and what he has to do in order to play the 
game safe. This type of flier cooperates in every 


way. 


The English custom of having tea and toast 
every afternoon at four p. m. prevails on this ship 
and is an excellent custom and opportunity to 
study the aviator. A number of pilots together 
after a hard day’s flying, sipping tea and smok- 
ing, will hash over the events of the day and tell, 
without prompting, mistakes made during the 
day, and each will criticize the other in a friend- 
ly way, and this joshing and criticizing gives a 
keen insight into the man’s character and ability 
and shows the way to carry the pilot through 
dangerous periods. Shore liberty with a pilot has 
proven a good test of his nature and character. 
Eating at the mess is another place for study. 
Eating the same food as the pilot, you can judge 
more precisely as to its value, whether nutritious 
and appetizing. A good mess—well-cooked food 
—well served and an agreeable crowd are con- 
ducive to good morale and hence good flying. 

In addition to the flying operations, the ship 
has done considerable cruising and this in spite 
of the fact that it is actually an experimental 
ship. Flying operations have been intensive. In 
Panama during the recent fleet maneuvers the 
Langley made a wonderful record and gave ex- 
hibitions of flying off and on while steaming in 
the midst of the fleet. No mishaps were encount- 
ered and the pilots made a remarkable showing 
before the Secretary of the Navy, numerous con- 
gressmen and high naval officials. 

In closing, it is recommended that a new ship 
of this type have an extensive laboratory for ex- 
amination of aviation personnel, with complete 
equipment for all kinds of test. A well-equipped 
gymnasium with handball courts, a physical di- 
rector, preferably a chief petty officer or warrant 
officer in charge of the gymnasium directly under 
the medical officer. The most important part of 
the equipment of a flight surgeon is a collapsible 
tube containing a hypodermic with needle ready 
for instantaneous use. He should have tubes of 
morphine, strychnine and caffeine. An injured 
aviator can be quiescent and fairly comfortable 
by the immediate injection of a hypodermic of 
morphine while he is being extricated from the 
demolished plane. A case like this appeared on 
one air station where the aviator was buried six 
feet in soft mud and had a dislocated hip and 
fractured tibia. The gas tank and parts of the 
plane were pressing on his body; giving him a 
hypodermic kept him fairly free from pain and 
at ease until he could be extricated from the 
wreck. 
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SOME PROBLEMS IN LATERAL SINUS 
INVOLVEMENT WITH ANALYSIS OF 
SEVEN CASES, TWO OF WHICH ARE 
REPORTED IN FULL.* 


ALBERT H. FREEMAN, M. D., 


Jacksonville, Fla. 


The lateral or transverse sinus begins at the 
torcular herophili and extends to the jugular 
bulb, roughly, between three and four inches. It 
is encased in a tough, fibrous sheath of dura and 
lies in a groove in the parietal, temporal, mastoid 
and occipital bones. It may be divided into two 
major portions, the longitudinal, representing 
about two thirds of the sinus, and the vertical, 
one-third ; its width is about twelve millimeters. 
From its resemblance to a Greek letter, the trap- 
like turn to the last portion of the sinus has been 
called the sigmoid sinus. In the sweep of the 
sinus forward it receives the superior petrosal 
sinus, the mastoid emissary vein, and the inferior 
which enters at the jugular 


petrosal sinus, 


bulb. One of the lateral sinuses, usually the 
right, is a continuation of the sagittal sinus. The 
average distance of the sinus knee from the spine 
of Henle is twelve millimeters. 

The inner visceral or cranial table of the skull 
is very firm but thinnest over the knee, which, 
being nearest the antrum, is most commonly the 
point where erosion begins. 

The dura in the region of the mastoid is very 
tough and resistant. Where it reaches the edges 
of the groove of the lateral sinus, to which it is 
firmly attached, it divides into an inner and outer 
portion, one going to each side, forming its wall, 
the outer side in addition being supported by 
the hony groove. Since the inner portion of the 
dura is tightly stretched between the margins 
of the groove an extradural collection of pus 
must make pressure upward toward the knee, 
downward toward the jugular bulb or inward 
on the vein. Five cases of this kind were reported 
by Passau in 1910, in which the vein was com- 
pletely obliterated. The first case I wish to re- 
port tonight, the patient having a compact 
diplcetic bone, a long-continued destructive proc- 
ess, a periphlebitis, a perisinus abscess and col- 
lapsed vein was probably of this type. 

Two factors of prime importance seem to de- 
termine the amount and rapidity of bone destruc- 


tion which we see in these cases. Firstly, the viru- 





*Read at a meeting of the Staff of St. Luke’s Hospital, 
Jacksonville, January 4, 1924. 


lence of the infection and, secondly, the charac- 
ter of the bone structure in the individual case. 
The first case had scarcely as much necrosis after 
lasting three months as the second one had in ten 
days. In the four other cases referred to a little 
later, and in which the strepto-hemolyticus was 
the infecting agent, there was rapid destruction 
of bone and extension into the sinus, typical 
sinus thrombosis symptoms and classical treat- 
ment, followed by death. 

In the first patient the findings were consonant 
with the long duration of the case, while in the 
second, a few islands of granulations on a vein 
normal in color and contour, resilience, and pul- 
sation were fitting findings in the more acute 
condition. The vein wall in the first case was 
1.5 mm. thick and the vein found empty on in- 
cision, a little blood welling up from below only, 
and none coming from above until the curet 
was used in the direction of the torcular. 

The first case had presented some symptoms 
of sinus involvement prior to the day of opera- 
tion. He had post-auricular and post-mastoid 
swelling with special tenderness over the emis- 
sary vein, with pain and tenderness in the upper 
cervical region, but he did not have the peculiar 
fever curve indicative of bacterial infection of 
the bloodstream from a thrombus. A twenty- 
four hour blood-culture was negative, but in the 
case of a complete thrombus block, before disin- 
tegration has begun, this would be expected. 

Dr. F. M. MeCarthy, of Cincinnati, writing in 
the Eye, Ear, Nose and Throat Monthly for De- 
cember, says: “Boldness and decision will do less 
harm if the operator is skilled, than to allow 
precious time to be wasted through indecision. 
(Jne must remember that if an infected thrombus 
is present only miraculous luck will save the 
patient if the thrombus is not removed or blocked 
off by ligation of the jugular vein of the same 
side.” [le gives an analysis of twelve cases and 
in his summary says that early diagnosis is essen- 
tial, that more extensive surgery is the only hope 
in the late cases and that all his late cases died 
of meningitis rather than the effects of the bac- 
teremia. 

When in the course of a mastoiditis we get a 
chill with vaulting temperature reaching 104° to 
106°, which after a time declines rapidly with 
copious perspiration, or if the temperature as- 
sumes a see-sawing character which is not due 
to treatment, then surgical interference is im- 
perative and demands thoroughness, including 





278 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


visual inspection of the sinus. To hesitate is to 
lose your patient. Dench reports 75 per cent 
recoveries in sinus thrombosis cases and only 
71 per cent in cases where the jugular vein is in- 
volved. 

In the absence of chill and fever or a positive 
blood culture one might conclude that we are not 
justified in doing a jugular ligation in the first 
case reported tonight. An extensive involvement 
of the sinus, the vein being without the semblance 
of normal color, collapsed, very resistant to pal- 
pation, with a secondary resistance on making 
deeper pressure, as of something hard and about 
which we were in doubt, prompted us to decide 
to look within the vein. 


A series of five fatal cases of mastoiditis with 
sinus involvement, with which I had been con- 
nected formerly in various capacities, but which 
are not reported here in full, had convinced me 
that the results of delayed and too conservative 
surgery may be quite disastrous. I will refer first 
to the case of a patient who refused operation. 
He had mastoiditis, lateral sinus thrombosis, 
jugular phlebitis, pulmonary abscess, cavernous 
sinus thrombosis, all on the same side, and died 
after six weeks of suffering. Four other cases 
were operated upon, each receiving a complete 
mastoidectomy. In each the cranial table was 
eroded over a moderate area, granulations were 
found on the sinus wall, but if a thrombus was 
present at this time, it could not be determined, 
and the sinus was not further interfered with. 
In a few days chills and sky-rocket temperatures, 
followed by a rapid fall with drenching pers- 
piration announced blood-stream infection. We 
waited for the results of blood cultures in each 
case, which showed a strepto-hemolyticus inva- 
sion, and then operated for sinus thrombosis 
using the classical method for such cases, but our 
efforts were unavailing. 

In the second case reported tonight a careful 
examination of the uncovered sinus seemed to in- 
dicate that the several granulation areas on the 
vein wall were superficial and that there was not 
any phlebitis or thrombosis present at the time of 
operation. An X-ray study was not made in this 
case because the patient was unable to pay the 
bill and also because the diagnosis of mastoiditis 
could be made positively without it. The tempera- 
ture was about normal, the pulse rate was good 
and the general condition of the patient was ex- 
cellent. Cortical perforation had already taken 


place and a sub-periosteal abscess diagnosed 
prior to operation. 

The first man had a double mastoid, but the 
operation on his right side is not being reported 
in detail or counted in this paper because, while 
we did a complete mastoidectomy and found 
a 5 mm. erosion of the cranial inner table, there 
were no granulations on the vein and only a 
slight congestion of the vein wall in the vicinity 
of the eroded area which could not be classe! 
as a sinus involvement. 

It is the purpose of this short paper, illustrated 
by the appended case reports, to call attention 
to some of the difficulties to be met with in 
mastoid surgery, especially in late cases and 
virulent infections, and to urge in the interest of 
the patient that the most thorough study possible, 
time permitting, be made in all cases before op- 
eration. We must not forget when we uncover 
and inspect the sinus that our sins of omission 
may be more fatal to the patient than our sins of 
commission. 

Case 1—W. M. G. A man, 34 years old, a 
hard-working whose family history 
contained nothing of importance. He had Neis- 
serian infection in 1914, typhoid fever in 1916, 


farmer, 


denies leutic infection, and had dengue fever in 
October, 1922. 

A few days after the dengue invasion he began 
to have involvement of both which re- 
quired incision of both drum membranes on Oc- 
tober 10, 1922. Since then he has had more or 
less constant 
pain and fever some of the time. ree discharge 
would relieve the pain. At the time [| first saw 
him, February 11, 1923, he was feeling some bet- 


ears 


discharge from ears and _ also 


ter and refused the operation which had been 
arranged for this date by his family physician, 
Dr. E. L. Biggs, of Starke, Fla. 

On February 25, 1923, he consulted me and 
gave a history of pain in the left ear, mastoid 
region, left side of head and back of neck, worse 
at night, for past two weeks. A small polyp was 
present, also a slight discharge, in each ear. The 
pulse was 108 and the temperature 99; the 
tongue was coated and the breath foul; the neck 
was carried stiffly with head to right and top 
slightly over. The appetite was poor and the 
bowels regular. On February the 28th the condi- 
tion was much the same excepting that tender- 
ness was noticed over the left emissary vein with 
some swelling over the mastoid and _ posterior 
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to it. The left auricle was more prominent than 
the right. 

X-ray study completed on March 1, 1923, by 
Dr. Cunningham was reported as follows: 

“The roentgen examination of the mastoid 
region of W. M. G. shows them to be essentially 
of the dipleetic tvpe. A few cells of irregular 
type are noted about the knee of the sinus. There 
is no evidence of sclerosis in either mastoid. I 
am unable to find any destructive pathology. 
Further study might be helpful and with nega- 
tive X-ray findings, the clinical side should be de- 
pended upon.” 

The patient now decided to again postpone op- 
eration. Both drum membranes were then widely 
incised and irrigation of warm boric acid solu- 
tion advised. 

He returned on May 24, 1923, reporting that 
he had worked some on the farm, but on the 
whole he had been more or less sick and miser- 
able the past three months. The pulse was now 
96 and temperature 100.8. He had pain in both 
mastoids with headache worse at night. Both 
ears were discharging slightly; the polypi had 
disappeared; there was pain and_ tenderness 
around the mastoid region. 

Dr. Cunningham made a further study with 
the X-ray and reported his findings as follows: 

“The study of the films made May 24, 1923, 
would suggest probably a little more fine detail 
and evidence to suggest the involvement of both 
mastoids. The left mastoid gives the following 
information: One or two cells only are seen at 
the knee of the sinus. One of these is very large 
and its size may be the result of a previous in- 
fection. The sigmoid sinus seems to run directly 
underneath the mastoid and suggests very 
strongly the probability of a sinus thrombosis. 
The emissary vein runs into the sigmoid sinus 
at about the vertical limb of the sinus. Study of 
the right mastoid suggests a probable abscess 
cavity involving most of the mastoid up to the 
knee with unusual translucency of the sigmoid 
sinus which makes a U-loop slightly behind but 
mostly posterior to the mastoid. Cell structure 
is seen at the knee and over the meatus and ap- 
pears hazy in outline. The study would tend to 
suggest, while neither mastoid shows any cell 
structure except in the region of the knee, the 
possibility of a mastoid abscess on each side and 
a probable sinus thrombosis. These mastoids are 
either of the diplcetic type or the long-standing 
infection has changed the cell structure in the 
vertical portion.” 


The man now consented to operation and after 
some delay incident to distance and weather he 
returned on May 29th on which day a blood cul- 
ture was started. A 24-hour culture showed no 
growth and the operation was begun on May 
30th at St. Luke’s Hospital, under chloroform 
induction and ether anesthesia, upon the left 
mastoid because we believed it to be the most 
pathologic. 

The usual incision in the skin was made. With 
a half-inch gouge the cortex was removed. After 
a few strokes of the mallet pus was seen coming 
up from a large necrotic area over the antral re- 
gion, which was filled with pus, broken-down bone 
and granulation tissue. The bone was quite firm, 
but dipleetic in type, with few cells. There were no 
cells and no infection in the mastoid tip. A large 
broken-down area with a few cells was found in 
the zygomatic region. A sinus connected this 
area with the antrum. This focus was cleaned 
up with curet and rongeur and the sinus next 
uncovered and found for the most part over- 
spread with granulations. The sinus was thick 
and leathery to the feel of the finger and on pres- 
sure was resistant and hard. The sinus was col- 
lapsed and liver-colored. On account of the un- 
certainty of the contents of the sinus it was 
deemed best for the patient to open it up for 
further inspection. 

An incision was now made from the mastoid 
tip to the left sternal notch, the medial margin 
of the sterno-cleido-mastoid muscle was dis- 
sected up, the sheath of the great vessels of the 
neck opened, the vein dissected from the sur- 
rounding structures and ligated about two 
centimeters above the clavicle and the same dis- 
tance above the entrance of the facial vein; also 
all of the branches of the vein between the main lig- 
atures were tied off. A small 5 per cent iodoform 
gauze drain was inserted in the lower third of 
the wound, interrupted silkworm gut sutures 
were used in coapting the wound edges, after 
two catgut sutures had been placed to efface some 
deep space in the upper third of the wound. 

The sinus was incised and found empty, al- 
though some blood oozed up from below, slowly. 
Blood came from above only after use of the 
curet toward the torcular. The sinus was tam- 
poned with iodoform gauze, the wound was 
filled with the same material and closed with 
silkworm-gut sutures, Plain fluffy gauze cotton 
and a roller bandage completed the dressing and 
the patient left the table in good condition. 

On June 4, 1923, a complete mastoidectomy 
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was done on the right side, an area of 5 mm. in 
diameter found eroded over the sinus, but the 
vein showed no sign of involvement and was not 
further molested. Recovery was uneventful and 
complete. 

Case 2.—A farmer, 46 years old, referred by 
Dr. E. L. Biggs, consulted me on November 17, 
1923. 
about six weeks before, lasting four or five days 
and followed by a discharge which was free for 
Lately the discharge has de- 


He gave a history of pain in the left ear 


several weeks. 
creased and he has pain in and around the ear, 
mostly posterior to the auricle. His head had 
been swollen on that side for a week, but had 
seemed less so for the past few days. There was 
soreness over the left side of the head, but no 
headache. 

Examination showed some purulent secretion 
in the canal. Cleaning the discharge away dis- 
closed a red, sagging postero-superior wall with 
some granulations in the postero-inferior quad- 
rant of the tympanic membrane. Left auricle 
showed marked protrusion. There was an edem- 
atous swelling over the whole mastoid region and 
for more than two inches upward and backward. 
There was tenderness over the antrum, the tip 
and the region of the emissary vein. Pulse was 
76 and temperature was 100. Family history 
was unimportant. He had always been healthy 
and never seriously ill. Physical examination 
revealed no pathology in heart, lungs or ab- 
domen. 

He came to operation on November 9, 1923, 
and under ether anesthesia a complete mastoidec- 
tomy was done on the left side in the usual man- 
ner, revealing a perisinus and epidural abscess 
of the middle fossa as well as the sub-periosteal 
abscess that was evident, the first cut of the knife 
having been followed by a free flow of pus. 
Hemorrhage was quite free from the greatly 
swollen tissues. It was approximately 2 cm. from 
skin to bone, making such a deep wound that it 
was necessary to make the supplementary in- 
cision of Whiting to secure room to operate on 
the bone. A small perforation in the cortex over 
the antrum was found. The cortex was cut away 
with the wide gouge revealing an extensive 
necrosis of the mastoid cells principally over and 
anterior to the sigmoid sinus. Granulations were 
extensive, being attached to the sinus in three 
separate areas and over the dura in the middle 
fossa for a small space, at its junction with the 
sinus. It was necessary to uncover the sinus for 
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3 cm. vertically, and the width of the sinus, to 
reach healthy bone. A dural area, 10x15 mm., 
was uncovered in the middle fossa. Inspection 
and study of the uncovered sinus revealed no 
evidence of any interior involvement and it was 
not further disturbed. A complete exenteration 
of all infected portions of the mastoid was ac- 
complished. The operation presented difficulties 
in the excessive depth of the wound from the 
surface level, the consequent trouble to keep 
view and in relation to 


landmarks in proper 


procedures. [lemorrhage was troublesome at al 
times. The sinus and dural involvements required 
careful handling. 

The usual dressings, sutures and bandages 
were applied and the patient sent to the ward in 
good condition, had no complications, and made 


a good recovery. 


PRE-NATAL CARE. 
SamueL R. Norris, M. D., 


Ila. 


Jacksonville, 


It is not the purpose of this paper to exploit 
any new method of treatment, to sponsor some 
recent and elaborate technique, or to burden your 
memory with a useless mass of laborious statis- 
tics. | have nothing to offer that hasn't been 
previously brought to vour attention at some 
time in vour earlier training and practice. Real- 


izing that the average general practitioner—and 
it is to this class | am directing my remarks—is 
too busy to spend the time necessary to master 
the details and every new step forward of any 
ene specialty, | am taking the liberty to present 
this subject tonight in the hope that it will 
freshen our memories and spur us on to more 
thoroughly practice that knowledge we already 


that some 


possess. | think we can all agree 
form of pre-natal care of our pregnant women 
is essential as well as highly beneficial. The 
basis for my remarks tonight will be from my 
own experience and conclusions drawn from my 
service at the Howard, the Presbyterian, and 
the University IHlospitals, and the Southeastern 
Dispensary in Philadelphia, and Sloane Matern- 
ity in New York, and from visits to pre-natal 
clinics of other large maternity hospitals. 

Now, the prevailing idea among the laity, and 
shameful to admit, among a goodly number of 
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the profession, is that pregnancy is a normal 
physiological affair that will reach a happy termi- 
nation, requiring no attention on our part. We 
have no right to this assumption when the equili- 
brium between health and disease in pregnancy 
is so easily upset. We do not advocate any wilful 
and meddlesome interference with nature’s 
method, but we do insist upon a careful super- 
vision of the entire period of gestation, being 
prepared to interfere at the first danger signal. 
Furthermore, we must take into consideration a 
factor that is not generally recognized, viz, as 
a result of the changed habits of living in all its 
modern phases, of the indiscriminate attempts 
at birth control, and numerous other contributory 
factors, the woman of today is becoming anato- 
mically, physiologically, and physically less 
equipped and qualified to fulfill her role of re- 
production. One eminent specialist in Philadel- 
phia with whom I was associated, told me that 
over 50 per cent of his private patients had ab- 
normal labors in some form—bad presentations, 
smaller pelves, inertia, etc. The higher the civil- 
ization and strata of society the more this holds 
true, which calls for greater knowledge and skill 
on the part of the accoucheur and a more intel- 
ligent and conscientious cooperation on the part 
of the woman. 

Let us discuss briefly zat we can accomplish 
with routine pre-natal care and then how to 
actually put these desired results into practice. 
The main objects are (1) to reduce both maternal 
and fetal mortality and morbidity, (2) to de- 
crease the number of abortions and miscarriages, 
(3) to reduce the number of complications of 
pregnancy and labor and to be prepared for those 
that arise of necessity, all of which can be 
summed up in one word—prophylaxes. 

So we encourage our patients to place them- 
selves under some doctor’s care the minute they 
suspicion their condition, At the first visit, or as 
soon thereafter as practical, we should take a 
complete and thorough history—the importance 
of which cannot be stressed too much—inelud- 
ing past medical and surgical, menstrual in de- 
tail, former pregnancies, present pregnancy, and 
family history. Then the patient is prepared for 
physical examination. And right here we might 
say that there is a very great tendency for us to 
forget that a woman is composed of something 
else besides an uterus and vagina. We so focus 
our examination upon these that we lose the 
proper perspective of the remaining parts of that 
woman. 


mcst complex organism a pregnant 


The following is our routine: teeth, ears, nose, 
throat, sinuses; careful examination heart and 
lungs; note size, shape, consistency, pigmenta- 
tion, secretion, etc., of breasts, condition of 
nipples. In 


striz, relative firmness or laxity of abdominal 


abdomen presence or absence of 
walls, and diastasis recti; and masses, enlarged 
liver or spleen and position of kidneys. Inso- 
far as in keeping with the stage of pregnancy, 
record height of fundus uteri, circumference, 
outline position of fetus and locate component 
parts. If possible, note position and rate fetal 
heart sounds, and any additional information 
we might learn from abdominal examination. 
Now we turn our attention to the pelvis, noting 
With 


one of the various types of pelvimeters we make 


any gross abnormalities or deformities. 


and record the following external measurements : 





anterior superior spines—crests of ilia, trochant- 
ers, external obliques, external conjugate or 
sandelocques diameter, transverse of the outlet 
and sagittal diameters of outlet (important in 
transversely contracted pelves ), circumference of 
pelvis. Internal conjugate by one of usual meth- 
ods familiar to us all. From the above data, to- 
gether with symphyseal height inclination and 
sulpulic angle, we type our pelvis and obtain 
reliable opinion of ability or inability of the 
passage of a normal baby. At same time we 
make a thorough vaginal examination for any 
anomaly or pathology of vagina or cervix, also 
noting position and size of uterus and any in- 
formation relative to contained fetus; a routine 
Bb. P., urinalysis and preferably Wassermann 
And last, 


but by no means least, we study our patient as an 


and blood count is a matter of course. 


entity and a personality and endeavor to obtain 
a proper conception of her mental attitude and 
psychology which will stand us in good stead 
in our future dealings with patient. 

Having assured ourselves that she is actually 
pregnant, we must establish a definite procedure 
for supervision of this pregnancy. If everything 
is as it should be at this examination, it is our 
business to keep it so or to recognize any com- 
plication at its beginning. Our practice is to have 
patient bring specimen of urine every two weeks, 
at which time B. P. is recorded and general 
symptoms gone over as necessary. In some clin- 
ics an abdominal examination, height of fundus, 
position in utero, heart sounds, etc., is also done 
at these visits. There should never be an interval 
longer than a month between such abdominal ex- 


aminations. Four weeks before term we make 
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another thorough vaginal to check up on pre- 
sentation, position, engagement or disproportion 
between child’s head and pelvis, etc., this being 
especially important in primiparas. It is in this 
month that we can be of the greatest help to our 
patients, and consequently should increase our 
vigilance by inisisting upon weekly B. P. and 
urine. 

Now let us consider the practical application 
of this general routine outlined above. We at- 
tempt to dispel any doubt or impending fear of 
the ordeal of labor from the patient’s mind by a 
common-sense talk, giving an idea of what to ex- 
pect at different times. This will save much sud- 
den alarm at small, groundless symptoms, thus 
helping us to gain her confidence as well as sav- 
ing ourselves much inconvenience. Advise her 
as to diet, dress, exercise and general hygiene, 
particularly stressing care of teeth, nipples and 
regulation bowels. Caution her to immediately 
notify us of any unusual symptoms such as verti- 
go, headache, dimness of vision, scanty urine, 
increased nausea, edema, bleeding, etc. If from 
the patient’s history and our examination we find 
some constitutional disease, cardiz (of which 
mitral stenosis is the most serious ), pulmonary or 
what not, we treat same as indicated and plan our 
campaign in advance; therapeutic termination of 
the pregnancy, premature induction of labor, 
forceps, version, as suits the case. Syphilis should 
receive appropriate treatment, and even 1f we are 
not able to carry this pregnancy to term, we may 
favorably influence the next. 

If we find a contracted pelvis we must decide 
whether it constitutes an insuperable obstruction 
to vaginal delivery, or whether a border line case 
warranting a test of labor. Thus forewarned we 
can induce labor few weeks in advance, schedule 
a Czesarean section under ideal conditions, care- 
fully watch the test cases, thus giving both 
mother and fetus every possible chance. It is ap- 
palling the number of such emergency cases re- 
ceived in the large maternity hospitals in which 
the patient has been allowed to labor for two or 
more days, suffering many useless vaginal exam- 
inations and futile attempts at forceps delivery, 
and upon questioning we find that physician had 
never made a pelvis measurement. She is utterly 
exhausted, almost sure to be infected, the baby 
probably dead from asphyxiation or trauma; all 
in all a bad risk for any operative procedure. 
Malpositions of uterus are a cause of abortions 
and a possibility of incarcerated pregnant uterus 


—pelvis tumors and any other pathology of 
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parturient tract should receive appropriate treat- 


ment, thus preventing many of the embarrassing 


complications of labor. 

One of the biggest fields for pre-natal care, 
and that would alone justify any amount of time 
and trouble it may cost us, is the toxemias of 
pregnancy. The earlier toxemias can in a large 
measure be controlled or alleviated by proper 
diligence and treatment. While eclampsia—the 
cause of a very large proportion of all maternal 
deaths—can be almost entirely prevented if the 
physician watches his case carefully and takes 
warning sufficiently early from the premonitory 
signs and symptoms to institute active treatment. 
At none of the different maternity hospitals with 
which I have been associated have I ever seen a 
case of eclampsia in any of the patients regularly 
attending our pre-natal clinic. And a study of 
the records shows a decrease in the number of 
such cases directly in proportion to the increase 
in the scope and thoroughness of pre-natal super- 
vision. 

A word might be said concerning those cases 
We 


should caution all of our patients to notify us 


of bleeding occurring during pregnancy. 


immediately of the least show of blood at any 
time throughout this period, and with no excep- 
tion this sign warrants a thorough vaginal ex- 
amination. The hemorrhage may not be patho- 
logic, but it usually is. If we diagnose placenta 
praevia, we may carry to term successfully, it be- 
ing advisable to have patient under constant 
chservation, preferably in a hospital. The treat- 
ment varies with type of case and is not consid- 
cred in this paper. It may be in our power to 
stop a threatened abortion or if it is inevitable, 
we are in a position to give the best assistance. 
Other conditions falling in this group should 
receive appropriate treatment, but the point here- 
in stressed is the necessity of the vaginal ex- 
amination for diagnosis. 

Another group of cases in which much can be 
done and valuable information gained by pre- 
natal watchfulness, especially in the last month, 
is the malposition of the fetus in utero, and rela- 
tive disproportion of the presenting part to the 
pelvic inlet. Faulty presentation of the head may 
Le altered by external manipulation and posture. 
Many breech cases may be changed into vertex 
by external version, thus increasing the chances 
of the fetus by at least four to one. Dr. Ryder, 
of New York, gives a report of 69 cases thus 
successfully treated in the November, 1923, issue 
of Surgical Genealogy and Obstetrics. If during 
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CHAPPELL: TREATMENT OF PYELITIS BY URETERAL CATHETERIZATION 


the last month, speaking especially of primipara, 
the presenting part is not engaged, if there is a 
visible and palpable disproportion between this 
part and the inlet, we should be suspicious of un- 
usually large baby, hydrocephalus, monster, mal- 
formation of uterus, bad positions, ete. Our fu- 
ture actions and, of course, of procedure, is to be 
guided by each case individually, premature in- 
duction of labor, mutilating operation, Czesarean, 
version, or what not. 

From the nature of this paper, it was imprac- 
tical to discuss all the possible complications and 
pathology of pregnancy, but enough of them 
have been touched upon, I think, to show the 
great need and the wide range of usefulness of 
routine pre-natal care of pregnant women. And 
if I have failed, it is not because the subject is un- 
deserving, but because of the poor handling of 
the subject matter on my part. 





TREATMENT OF PYELITIS BY URETER- 
AL, CATHETERIZATION AND INSTIL- 
LATION OF THE KIDNEY PELVIS.* 

J. R. Cuarrecr, M. D., 
Orlando, Fla. 

Until a comparatively few years ago, the treat- 
ment of pyelitis was mainly the palliative form, 
What is now known as the active treatment has 
only been in use since the introduction of the 
cystoscope with ureteral catheterization. This in- 
strument has simplified the treatment very much 
indeed as well as being of inestimable value in the 
diagnosis. Prior to this time acute cases were often 
diagnosed as various acute inflammations and 
many a supposed acute appendix was removed 
needlessly. Today, however, with our knowl- 
edge of the disease and instruments at our hand 
to establish the diagnosis, bevond a doubt such 
mistakes are the result of carelessness or lack of 
sufficient study of the patient. 

Symptomatology: The onset of pyelitis in the 
acute cases usually begins with a chill and fever 
following reaching as high as 105 degrees F. in 
some cases, especially children. There is a rela- 
tively high leucocyte count often as high as 
Y9,660 and a very high percentage of poly- 
morphoneuclear leucocytes. 

The most noticeable symptom is pain in the 
affected side either beginning in or radiating to 
the lumbar region of that particular side. This 
pain is very severe and colicky in character, often 

*Read before the 
March 6, 1924. 
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causing nausea and vomiting with regidity of 
the abdominal muscles. This is very confusing 
with other acute inflammations of the abdomen 
and for the first twenty-four hours making a 
diagnosis a matter of extreme difficulty. 

There are three points of tenderness where 
pain may be illicited by bimanual pressure: 

First—In the lumbar region of the affected 
side. This is invariably a constant symptom in 
the acute cases and rarely absent in the chronic 
cases. 

Second—Where the ureter crosses the pelvic 
brim, which tenderness is nearly always present. 
This may become acute under pressure. It is 
here that the true condition is often mistaken 
for acute appendicitis. 

Third—W here the ureter enters the bladder, 
which is almost invariably a constant symptom 
in the chronic, and also may be present in the 
acute, cases. This is often overlooked and can 
only be brought out by vaginal examination 
making it a subjective symptom. 

Another consiant symptom is pyuria usually to 
the extent of cloudy urine, though not always. 
Here | want to emphasize the value of a cather- 
ized specimen from the bladder, especially in 
women. voided specimen means almost noth- 
ing as far as kidney infection is concerned, for 
it will almost invariably contain pus from con- 
tamination with the vaginal secretions. A cathet- 
erized specimen, containing only a very few pus 
cells, always means there is an infection some- 
where higher up. 

The right side is much more commonly af- 
fected than the left. This is especially true in 
cases of pregnancy due to the anatomical posi- 
tion of the pregnant uterus causing pressure on 
the ureter where it crosses the pelvic brim. Out 
of a series of nine cases, three showed a double 
infection, both kidneys being involved, while in 
six cases the right kidney was involved alone. 
Two of these were complicated by pregnancy and 
one became pregnant a few weeks after the acute 
attack had subsided bringing on an acute exacer- 
bation. 

The true diagnosis is usually established with 
the above symptoms, but in any case of doubt 
and in all cases to be absolutely sure the patient 
should be cystoscoped and separate specimens 
collected. Routine examinations should be made 
of these specimens to determine the infecting 
organism and all cases should be stained for 
tuberculosis whether suspected or not. 

Treatment—The treatment of pyelitis consists 
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of the active, passive and medicinal combined. 

Active—This treatment or the cystoscopic 
treatment consisting of catheterization of the 
ureters and instillation of a few c.c. of the silver 
salts in solution gives the most gratifying results. 
This procedure only takes about fifteen minutes 
time the 
The pain rapidly subsides, the temperature drops 


and relief is almost instantaneous. 
to normal in from eight to twelve hours and the 
patients will tell you they are comfortable for 
the first time since the onset of the disease. The 
pyuria will gradually disappear. Rarely does it 
become necessary to do a secend instillation in 
the acute cases, but in the chronic cases, which 
are always very persistent, it is usually necessary 
sometimes fourth 
The 


cases are always ambulatory and this procedure 


third and 


instillation. 


to do a second, 


catheterization and chronic 
can be carried out in the office with very little 
inconvenience to either the patient or the doctor. 
A short description of the routine technique we 
have found least troublesome and most satisfac- 
tory for both office and bed-side work is as fol- 
lows: 

First—Patient is placed in the ordinary dorsal 
position as for other pelvic examination. 

Second—Bladder is emptied completely and 
about 5 c.c of a 1 per cent novocain solution is 
left in the bladder. With a blunt tip rubber bulb 
syringe the anterior urethra is filled with a 1 per 
cent solution of novocain and held there for three 
minutes. This produces satisfactory local anzs- 
thesia. 

Third—The patient is then changed to the 
knee-chest position and strict attention to this 
position is absolutely necessary for a satisfactory 
examination. The anterior surface of the chest 
must be in contact with the table as far as pos- 
sible, the back dropped down as low as conven- 
ient and the knees separated about three inches. 
Most of the criticism of the air distention method 
is directed toward the position of the patient, but 
with a little care and explanation to the patient 
this position can be held for ten or fifteen min- 
utes with very little discomfort and certainly 
gives a more satisfactory view of the inside of 
the bladder. 

Fourth—The vaginal outlet is separated with 
the index fingers and vagina allowed to balloon 
up with air. This procedure should be explained 
to the patient previously as it will occasionally 
causes a little excitement and might upset the 


desired position. 
Fifth-—The urethra, having been previously 
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anesthetized, is now dilated with sounds up to 
the size of the cystoscope selected for use. Ilere 
is an advantage over the water distention method 
in having cystoscopes of various sizes to fit each 
individual case. 

Sixth—The cystoscope is inserted very slowly 
into the bladder. The obturator is removed and 
the bladder immediately becomes distended with 
air. This should ke explained to the patient in 
advance as the inrush of air may cause tempo- 
rary discomfort. The light is now turned on and 
adjusted so that there will be no glare, yet not 
too dim to cause hazy outlines of the mucous 
membranes. This should give a very satisfactory 
picture of the entire mucous me nbrane of the 
bladder which should be carefully inspected in 
every case. The cystoscope is now withdrawn 
until the cutoff muscle is reached, then pushed 
forward slowly with the end elevated until the 
biuteric ridge is seen. At each end of this ridge 
will be found the ureteral orifices. These should 
be carefully inspected for redness, ulcerations, 
edema and the character of the urine spurting 
out should be noted. Cloudy urine coming from 
the orifice will be noticed immediately. Separate 
specimens may be collected for examination by 
pressing the end of the cystoscope against the 
orifice and allowing the urine to trickle out 
through the ‘scope. 

Seventh—The infected ureter is catheterized 
and the catheter pushed in as far as possible until 
the kidney pelvis is reached. Difficulty may be 
noted at times where the ureter passes over the 
pelvic brim and may be confused with a stricture, 
but by manipulating the catheter this obstruction 
can usually be passed. The cystoscope can now 
be removed and the patient allowed to lie on her 
side, preferably the side catheterized. 

Fighth—After a specimen has been collected 
a 1-1500 solution silver nitrate is slowly injected 
through the catheter into the kidney pelvis until 
the slightest bit of pain is noted by the patient. 
This is allowed to return through the catheter 
and the pelvis is again filled, after which the 
catheter is removed. The average capacity of 
the kidney pelvis is from 10 to 15 c.c. 

There is ordinarily no after-effect in the acute 
cases, but in the chronic types there may follow a 
temporary the somewhere 


throughout its course, usually at the pelvic brim 


edema of ureter 
with the resultant hydro-nephrosis and consid- 
erable pain. This can be relieved very quickly 
by allowing the patient to sit in a tub of hot 


water. The above described method cf cysto- 
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COMMUNICATION 


scopy, known as the air distention method or the 
Kelly method, applies only to females. For the 
male cases we use the Brown-Buerger cystoscope 
with practically the same procedure except for 
the differences in the position of the patient. 
Passive— This 
bed, milk diet with large amounts of water (we 


‘treatment consists of rest in 
do not use alkaline waters because we use uro- 
tropin intravenously and it acts best in an acid 
medium), routine bladder irrigations daily with 
boracie acid solution and instillation of acrifla- 
vine 1:5000 solution with the request that the 
patient retain it as long as possible. This is 
especially beneficial to the irritated and inflamed 
trigone at the base of the bladder. We often 
have patients tell us they are more comfortable 
while this is in the bladder than at any other 
time. 

\/edicinal—A fter 


agents in a large number of cases, we have con- 


trying many medicinal 


cluded that hexamethylamine 31 grains (2.0 
ems.) and uritone (1?) & D. Co.) given intra- 
venously, alternating every other day witl 


sodium iodide 31 grains (2.0 ems.), give the best 


results. - 


COMMUNICATION, 

The Frortipa Merpica JourNAL, during the 
past vear, has made a decided improvement in 
its size, appearance and quality of its scientific 
articles. and much favorable comment has been 
forthcoming. 

This improvement has been due entirely to 
As- 


They have contributed considerable 


the efforts of officers of the Florida Medical 
sociation. 
time 


and energy to this accomplishment and 


deserve the commendation of the members of 


the .\ssociation. 

Now, that this has been done and is to he car- 
ried on by these and other officers, it is essential 
and right 


agement and activity of the entire membership 


that they receive the support, encour- 


of the Association—this means you and me. 

Unless they obtain the cooperation, assistance 
and some expended energy on your part they will 
be handicapped in their endeavor. 

The JoukNAL wants and solicits your ideas, 
your contributions, your scientific articles, your 
case reports and other items of interest to the 
medical profession. 

Every man has ideas. Express yours and do it 
today. Tomorrow some one else may express 


ISd 


the same idea and you have lost your opportuni- 
ty. 

Newton had an idea when he saw an apple fall 
and the law of gravitation was the result. Colum- 
bus had an idea the world was round and the 
Americas were discovered. Morse had an idea 
that messages may be carried by copper wire 
and we have the telegraph. 

Bell had an idea that the voice could be carried 
over electrically charged wires, hence the tele- 
phone. Marconi conceived the idea that electric 
messages and sound waves could be transmitted 
through the air and collected into receivers and 
the Radio became a possibility. The Wright 
brothers had an idea that man could fly and the 
airplane came into existence. Jefferson, \Wash- 
ington, Adams and others had an idea that a 
republican form of government was good for 
people to live under and democracy was born. 
Wilson applied the idea of self-determination 
through his fourteen points and the World War 
ceased. 

What might we say of Christ, Czesar, Napol- 
eon, Stephenson, Whitney, Howe, Edison, and 
a host of others! 

Civilization, governments, science, etc., depend 


upon ideas and their evolution. Give the 


JourNnaL your ideas. In your daily practice 
keep case records and report in full detail in- 
teresting and unusual cases—even usual cases 
with interesting phenomena and peculiar symp- 
toms. 

Write an editorial for the JoURNAL on some 
medical subject, bringing out some special ob- 
servation and experience. ‘This will be of benefit 
to you and will contribute to our general knowl- 
edge and enlightenment. 

The JourNaAL belongs to you and me. \ per- 
son gets out of a thing what he puts into it. If 
we put more of our ideas and energies to work 
for the JoURNAL one may rest assured to derive 
Lenefit from it. 

| appeal to you not to let the JoURNAL lose 
its impetus and any of its appointments and ac- 
complishments by your dereliction. If all of us 
move together and in concert, conscious of our 
responsibilities and duties, the JoURNAL will rep- 
resent the attitude, interests and scientific at- 
tainments of the Florida Medical Association, 
and if we do not do this it will reflect discredit on 
every member. 

(Signed) R. H. McGinnis. 
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THE ORLANDO PROGRAM. 


lhe Scientific Committee and Officers of our 


Association are endeavoring to make the pro- 
gram of the May meeting the most successful the 
organization has ever held. Our body has grown 
proportionately with the State and last vear our 
meeting demonstrated the necessity of a curtail- 
ment of the number of scientific papers on the 
program, for nearly one-third of the program 
was unfinished when the hour came for adjourn- 
ment in spite of the fact that the usual session of 
the 
Some abridgement was obviously necessary and 


ITouse of Delegates was dispensed with. 
when the Scientific Committee undertook the ar- 
rangement of a program for the Orlando meet- 
ing it was deemed necessary to secure papers 
by invitation only. A limited number are to ap- 
pear on the program and a geographical distri- 
bution of the invitations has been attempted. 

Another innovation this year will be the publi- 
cation of a program containing a synopsis of each 
paper. The program will appear in the JourNat 
preceding the meeting and will also be in the 
hands of those attending the meeting. 

Our committee is also arranging for a steno- 
graphic report of the discussions taking place on 
the floor of the assembly in order that they may 
be printed in the JoukRNAL. These innovations 
should, and undoubtedly will, stimulate a more 
careful and thoughtful consideration of each es- 
say. Diversified views of any subject are of 
untold value and should be as carefully preserved 
as the subject matter of the essay. 

It is hoped that each essayist will co-operate 
with the Scientific Committee in their endeavors 
to add to the value of our session by sending a 
carbon copy of the paper to the men they expect 
to open the discussion, at least a week in advance 
of the meeting. 


THE NURSE. 
An Appreciation and an Adominition. 
There can be no more dignified, high, or use- 
This 


fact makes tremendous the responsibility of those 


ful calling than the profession of nursing. 


who have entered and those who are entering 
the profession. I would Say to both: that if you 
have chosen it for the purpose only of having 
occupation, or for the money that you may re- 
ceive, or as a stepping-stone to something that 
you may consider better, or just, perchance, for 


novel adventure, then your heart is not in it and 


you cannot give your best service, and therefore 
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EDITORIALS 


you are not fitted for it and would better seek 
other occupation that does not concern human 
life so closely, then you will be happier and your 
conscience will be clearer. 

If you have entered it with a humanitarian 
spirit of service through sacrifice, and you are 
possessed with the highest ideals, common basic 
honesty, and withal industry and thoroughness, 


then you will not have lived in vain. 


The profession of nursing is not a bypath 
or short cut to fame or fortune, but is the long 
road which leads through self-sacrifice, industry, 
and humanitarianism to that peace and happiness 
that comes through conscientious service. 

The patient, who is sick mentally or physically, 
and most often both, is the object of all your aims 
and activities. You are the humble instruments 
through which the proper theraphy is applied to 
him. Your object should be to get him well in 
the quickest, easiest, the most comfortable, and if 
possible, pleasant way to him. Keeping this in 
mind, work together in as perfect accord as pos- 
sible to this end. Try to be honest, kind and ef- 
ficient, improving your methods by the study of 
those of others and by your daily experience, 
and by original thought. When each evening 
comes review the day for errors that you may 
tomorrow, remembering that 


strive to avoid 


where there is self-satisfaction there is no 
progress. 

Be courteous and kind, vet thorough and firm 
in all your dealings with your patients and their 
friends. Cooperate with thorough honesty and 
irankness with the doctor, and you can count on 


him as your friend. 


HOSPITAL RECORDS. 

The past three vears have witnessed a forward 
step in a great majority of Florida’s hospitals 
as regards the matter of keeping accurate and 
complete clinical records. .\ fair number of these 
hospitals have been placed on the accredited list 
by the American College of Surgeons, and others 
are soon to be so recognized. 

Clinical histories and charts, when correctly 
compiled, are invaluable to the patient, the hos- 
pital, and to the attending physician. However, 
their ereatest function is not fulfilled until they 
are used as a basis for medical and surgical 


€ssays and discussions. 
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The files of our leading hospitals are receiving 
each day the data from interesting and carefully 
studied cases ; some charts record the opinion of 
numerous specialists; others include the final 
facts noted at the autopsy. A few men, or at best 
a small group, have received instruction from 
each case, but the medical body has not been 
touched. 

local interest is stimulated and the discussion 
“brought home” when the subject of an article 
is based on or illustrated by studies from com- 
pleted cases in our own experience. 

Our records are over three years old—they are 
available. Use them. Our men are well-trained. 
The opportunity is present—grasp it! It has 
“the name of the present is 


been well said 


N-O-W.” 


HYGIENE OF OLD AGE. 
In a recent broadcast on the “Hygiene of Old 
Age”, Hugh S. Cumming 


makes a plea for a better understanding of this 


Surgeon-General 


condition and argues for an attitude of optimism 
and cheerfulness when dealing with elderly 
people. 

“There is too much of a tendency among per- 
sons reaching a certain age to persuade them- 
selves that they have reached the last page of the 
book of life,” says Dr. Cumming. “At this 
point,” he continues, “many seem to think that 
both mental and physical activities should be 
relinquished. The 
hold. Efforts should be made to preserve such an 


contrary viewpoint should 
equanimity of mind and purpose that old age 
will become a period of comfort and enjoyment. 
Qld age should be a physiological change of not 
unpleasant nature. Mental as well as physical 
diversion is essential to true happiness in old age. 
The reading of current newspapers and periodi- 
cals or of choice standard literature of the past 
is a definite antidote to the frequent habit of 
introspection and the tendency of the aged to 
despond, Sewing, weaving, simple carpentry, or 
other light manual occupations requiring dex- 
terity and mental application are useful supple- 
mentary measures. The inclusion of the elderly 
in social gatherings and spirited conversations 
with younger persons is often stimulating. It 
should not be felt that a person is no longer en- 
titled to an interest in life because he is old. 
Radio broadeasting has opened up a vista of 


enchantment to the aged, especially to those with 





288 


impaired hearing or failing vision. Not only does 
radio interest and instruct but it often soothes. 
With its kaleidoscopic changes of program, 
radio offers diversion which is hygienically help- 
ful. Good radio music is thoroughly enjoyable, 
no doubt beneficial. (ne should not, however, go 
to the extreme of keeping late hours even for 
interesting radio programs. 


Many of the problems connected with the 
hygiene of old age are due to lowered mental 
power. Therefore, a cheerful and optimistic at- 
titude towards the aged, especially during sick- 
ness, is essential to their well-being. Old people 
regard their condition as far less serious when 
fully dressed and out of bed. However, when an 
elderly person complains of being over-tired, or 
otherwise not physically fit, rest in bed for a day 
is advisable. [By administering light and easily 
digested food and applying warmth to the body 
of an aged patient, he is often tided over a pros- 
pective illness. 

Special attention should also be paid to proper 
clothing, diet and exercise of the elderly. Inas- 
much as body heat decreases after the age of 
10, exercise is required to provide some of the 
deficiency. An English physician who recently 
reached the age of 95 years, advocates and prac- 
tices a daily walk in the open, regardless of the 
weather. He cautions, however, against exer- 
While all old 


people may not be able to follow this hardy ex- 


cising to the point of fatigue. 
ample, it is nevertheless true that a moderate 
walk on pleasant days is a beneficial stimulant. 

The digestive powers of the elderly are less 
vigorous and there is not as great a demand for 
body fuel as in earlier years. The principal fea- 
tures of a proper diet in old age include: First, 
a diminished quantity of food; second, the in- 
gestion of food at more frequent intervals and in 
smaller quantities and, third, the use of easily 
digestible food which does not produce either 
too large or too small a residue of waste matter. 
Persons of advanced age are almost invariably 
lean, have partaken moderately of food and drink 
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in earlier life and as a rule have eaten relatively 
little meat in later life. The foundation for a 
happy and comfortable old age is laid during the 
active earlier period of life. 

With a reasonable attention to certain well- 
defined and easily accessible principles of per- 
sonal hygiene, it is possible, in many instances 
at least, to retain one’s faculties to such an ex- 
tent as to make old age a pleasure rather than a 


burden. 


PUBLISHER’S NOTE 


A NEW ANTISEPTIC DRESSING. 
The chlorine compounds seem to have been 


superseded by a new synthetic chemical anti- 


septic, and one, it is claimed, which does not 
labor under any disadvantages with respect to | 
the preparation of solutions. This new product 
contains no chlorine, but bromine instead. Chemi- 
cally it is known as dibrom-malonyl-ureide ; com- 
mercially as Dibromin. Dibromin is offered Dy 
Parke, Davis & Co., and, like other specialties of 
this house, is offered on the streneth of both 
laboratory and clinical experiment. 

We are told that it has been used in upwards 
of five thousand cases, such as cellulitis, abscess, 
burns, trophic ulcers, sup- 


carbuncle, infected 


purating Ivmph glands, compound fractures, 
surgical infections, dermatitis venenata, etc., and 
with success that it is now recommended in all i 
sorts of accessible infectious processes—on the 
same principle as that which governs the appli 
cation of the chlorine compounds. It has the | 
usually high phenol coefficient of 105. 

The one outstanding difference, however, be- 
tween this new antiseptic and older ones of the 
same class is the ease with which it can be made 
ready for use. Add the Dibromin to the water, 
and shake a little; that is all. Dibromin is soluble 
in water up to 4 per cent. It is put up in 6-grain 
capsules. One capsule to a gallon of water makes 


a 1:10,000 solution. 





CONSULTING AND ANALYTICAL CHEMISTS 
TOXICOLIGISTS 
L. ¥. DYRENFORTH, B. Sc., Director 


Dyrenforth Laboratory 


In addition to our analytical and investigational branches, we prepare solutions for the clinical laboratory according to 
| Folin, Gradwohl, Hawk, etc. Our preparations are accurate and fresh. 

| Special test solutions for qualitative and quantitative work in urinalysis, blood chemistry, gastric analysisor other requirements 
| 415 REALTY BUILDING Established 1919 JACKSONVILLE, FLORIDA 
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